London
SINCE it has been shown that the "antibiotic umbrella" affords no real protection against infection, or against cross-infection in hospitals, more attention is again being given to prevention by aseptic methods and the no-touch technique. No clinically acceptable antiseptic has been found which will disinfect ("sanitize") in a matter of minutes any instrument used on one patient to prepare it for use on another. Nothing less than boiling will do so for most purposes, and even this will not kill tetanus or anthrax spores, but the risk of infection of urological instruments by these spores is fortunately small. Nor will boiling kill the spores of many species of Bacillus (spore-bearing aerobes found in soil and dust) but these are not usually capable of establishing themselves in the urinary tract. Many antiseptics will kill bacteria on clean, smooth surfaces or in uniform experimental suspensions, but none suitable for clinical use will kill even non-sporing bacteria in blood clot, inspissated pus (3) Several experiments were carried out with antiseptics. These followed the same basic pattern and the results are grouped together. Cultures in peptone water of Strep. facalis and Ps. pyocyanea were diluted about 1 in 50 in oxalated horse blood. Throat swabs of absorbent cotton wool on swab sticks were dipped into the blood, drained on the side of the bottle and dried for one to one and a half hours at 370 C. They were dipped into tubes or bottles of antiseptic solution or of saline in a water bath at the relevant temperature and were then cultivated in a tube of broth to which had been added thiolacetic acid to inactivate mercury salts, or in lecithin-Lubrol broth to inactivate chlorhexidine or domiphen bromide. Results are shown in Table I . (4) Experiments with Myco. tuberculosis showed that although these organisms are resistant to many antiseptics, they are killed in less than 10 min. by 5 % phenol or 0 5 % chlorhexidine irr 75 % alcohol (Table II) . In a separate experiment it was shown that the activity of the latter solution was entirely accounted for by the alcohol, which was shown to be effective by Smith (1947) . Mr. H. P. Winsbury-White: I feel that British instrument makers deserve the highest praise, when it is realized that the Genito-Urinary Manufacturing Company have been making boilable cystoscopes for the best part of thirty years; I personally have had them in constant use for more than twenty-five years. Our gratitude for this triumph goes to the late Robert Schranz. It has long been a puzzle to me why these instruments do not seem to have been manufactured in other countries.
The crux of the difficulty is of course in being able to make a cement which is used for maintaining certain components of the optical system in their proper positions, and which does not melt with the heat. I emphasize that I have had these instruments in use for many years, without the heat interfering with their efficiency in any way.
I have always tried to keep to the boiling time of five minutes. For practical purposes, we must accept the fact that boiling is the best means we have so far of sterilizing cystoscopes. I would say that the pressure of work in outpatient clinics calls for this special equipment.
Anaesthesia for Urology By A. J. H. HEWER, F.F.A. R.C.S.
ALTHOUGH there are many equally good ways of anesthetizing a patient for urological surgery the physiological principles are, in the main, common to all and I propose to discuss the subject from this standpoint.
Since the surgical problems undertaken become increasingly complicated it is all the more important to strive for the production of good operating conditions, of which the two cardinal features are good surgical access and freedom from unnecessary bleeding.
In anesthesia for retropubic prostatectomy and transurethral resection arteriolar and capillary bleeding can be reduced by the employment of good techniques and, in some cases, by the use of induced hypotension. In both these operations it is the venous bleeding which is most troublesome to the surgeon; it is difficult to control since it may be diffuse and it is prone to occur suddenly from a wide area. The only remedy for this complication is to tackle it from the systemic point of view, incorporating good anesthetic technique with good positioning.
In most of our retropubic prostatectomies we have employed a light general anmsthetic combined with a muscle relaxant to which is sometimes added a small amount of volatile anxsthetic such as halothane. The combination of this drug with controlled respiration results in a considerable fall in blood pressure and it is seldom necessary to use other hypotensive agents as well. If it is decided, on the other hand, to employ a ganglion-blocking agent to reduce the blood pressure it is usually found that a much smaller percentage of halothane is necessary, but whichever method is used the end-results seem to be comparable. Forced ventilation from the start, by reducing the blood pressure, diminishes the blood loss considerably during the incision of the skin and subcutaneous tissue. It is important to ensure that muscular relaxation is complete; otherwise, despite the low blood pressure, the high inflation pressure which is necessary causes a back pressure in the large veins and so increases venous bleeding while producing a serious fall in cardiac output. Because of its vascular connexion, the prostatic plexus is particularly prone to engorgement under these conditions. If enucleation of the gland proves to be fairly easy it is not necessary to deepen the anesthesia at this point, but when it is adherent to the capsule it may be advisable to protect the patient from traumatic shock by deepening the anesthesia slightly, or by the use of intravenous pethidine. It is very striking how much more reflex shock occurs in younger patients than in older ones at this stage of the operation and this may be due to a degeneration of the autonomic nerve supply to the base of the bladder with advancing years.
Once the gland has been removed and a wedge of the trigone excised it is advisable slowly to return the blood pressure to a normal level. If this is done in close collaboration with the surgeon he is able to control the bleeding points one by one as they appear. The method of restoring the blood pressure to normal depends upon the anesthetic technique which is being used. For this reason if atropine is to be used prior to a decurarizing dose of neostigmine this is a good point in the operation at which to give it, since the resultant tachycardia is almost always followed by a significant rise in blood pressure. If this is followed by a reduction in the concentration of halothane the blood pressure may return to normal but, where necessary, a small dose of a vasopressor such as methylamphetamine can be given intravenously.
There is a wide diversity of opinion regarding transfusion during prostatectomy as many factors have to be taken into account. In elderly patients with a poor cardiovascular system post-operative hypotension may be dangerous as it predisposes to coronary infarction and cerebral ischemia. In healthier people, in whom there has been no great loss of blood,
